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Manual for District Tuberculosis Officer 


1. Introduction 


This manual is meant for the District Tuberculosis Officer (DTO), who is the Team Leader 
responsible for the efficient functioning of the District Tuberculosis Programme (DTP). He is 
trained at the National Tuberculosis Institute (NTI), Bangalore. To enable him to carry out the 
required duties, the DTO has to obtain the co-operation of his staff and support of his superiors. 
He has to develop a good rapport with the public. For some of the problems for which solution 
cannot be found in the manual, he has to work it out within the framework of principles of DTP 
mentioned in the Introduction Manual. 


A glossary of terms used in the DTP manuals is given in Appendix | of the Introduction Manual. 


2. Duties and Responsibilities 


The duties of a DTO are essentially managerial in nature. However, he has to perform certain 
Clinical functions at the District Tuberculosis Centre (DTC), which should form only a part of his 
overall responsibilities. 


2.1 Managerial 


O©OONOA PWN > 


Planning. 

Implementation of DTC and Peripheral Health Institutions (PH). 
Supervision of DTC and PHls. 

Co-ordination between different sections of DTC and between DTC & PHs. 
Procurement and distribution of equipment & supplies. 

Maintenance of District Tuberculosis Case Index and other records. 

Timely submission of DTP Reports to the concerned authorities. 

Drawing and disbursement of Pay and general administration in DTC. 
Health education and public relations. 


2.2 Clinical 


Selection of symptomatic out-patient for X-ray/sputum examination. 
Disposal of out-patients attending the clinical section. 

Interpretation of X-ray films (X-ray reading). 

Diagnosis and treatment of tuberculosis patients. 

Case-holding — motivation of tuberculosis patients and defaulter action. 


3. Management of DTP 
3.1 Budget for DTP 


The DTP budget should provide for expenditure on salaries, travelling and other allowances to 
the staff. In addition, it should include recurring expenditure on drugs, equipment, petrol, oil 


& lubricants (POL) for vehicle and contingencies like cards, forms, postage, stationary, etc. The 
budget estimate for a DTP would vary from state to state because of differences in pay scales, 
travelling allowances, rent for building if hired, escalation in prices, etc. 


3.2 Planning & Implementation of DTP 


Without DTP being initially sanctioned, its planning should not be started. DTP begins planning 
by holding discussions with the seniormost health adminstrator in the district [Chief Medical 
Officer of Health (CMOH)/Civil Surgeon/District Medical & Health Officer (DM & HO) followed by 
meetings with the District Collector. 


The problem of tuberculosis in the district, outline of DTP and how its activities would benefit the 
people should be discussed at these meetings. The meeting should be followed by circular letter 
from District Health Officer (DHO) to all the respective health institutions (Appendix Ill). The draft 
could be modified to suit local conditions. 


3.3 Health Education 


Every health programme has an important public relations and educational component. DTO | 
must take the active assistance of the district health education set-up for creating awareness 
among the general public about the availability of services in the area. DTO must seek the full 
involvement of voluntary agencies functioning in the area and obtain their participation in case- 
finding, case-holding & health education. In order to ensure full co-operation of public and 
utilisation of facilities offered, DTO should provide good patient care services to those attending 
DTC/PHI. The active participation of private practitioners of the area is to be enocuraged. 


4. DTP Components 


The DTP consists of the DTC and a set of PHls in the district. The delivery of anti-tuberculosis 
services in the PHls is co- ordinated by the DTC. Both the DTC and PHls are to be implemented 
by the DTO as efficient and interdependent parts of the health system. 


5. District Tuberculosis Centres 


For DTC building and other particulars, see Introduction Manual. ; 
5.1 Staff 
DTC staff consists of key personnel, specially trained at the NTI and other supporting staff as 
under: 

1. DTO ; 1 (NTI trained) 

2. Second Medical Officer (MO) 1 

3. Xray Technician (XT) . 1 (NTI trained) 

4. Laboratory Technicians (LT) 2 (1 NTI trained) 

5. Treatment Organizers (TO)/Health Visitor (HV) : 2 (1 NTI trained) 

6. Pharmacist ; 1 

7. Statistical Assistant (SA) 1 (NTI trained) 

8. Clerk 

9. Driver 1 
10. Group ‘D’ employees 3 (including 1 for Dark Room and 


1 laborato 
11. Safaiwalas y) 


Total 16 


Allocation of work 


The DTC should have five NTI trained key personnel posted, whose duties and responsibilities 
are given in the respective manuals. The other personnel posted at the DTC viz., second medical 
Officer, pharmacist and para-medicals have to be trained by the NTI trained staff, to look after the 
duties at DTC to enable the NTI trained key personnel to organize and supervise the programme 
in the district. NTI trained staff will be responsible for the supervisory visits to PHis. However, in 
the temporary absence of trained staff at DTC, the other staff who are not trained at NTI, perform 
the duties and look after the programme in the district. All the staff working in the DTC are guided 


and controlled by the DTO in discharging any duty assigned by him under the DTP. 


DTC should have minimum four sections viz., Clinical, Laboratory, Treatment and Statistics, 


before the PHis are implemented. 


5.2 Sections of DTC 


A. Clinical Section 


a. Registration 


It is carried out by the Clerk attached to the DTC/XT or his assistant, who performs 
the following tasks. If the XT has to do the registration, it is done in the X-ray 
section, only during exigency. 


J 


2. 


3. 


Registration of out-patients including tuberculosis patients on treatment, in the 
out-patient register. After registration, the out-patients selected by DTO/MO for 
sputum/X-ray examination are directed to the sections with an out-patient slip 
or a referral slip brought from PHls. 


Directing out-patients who come to collect result of Xray examination to 
laboratory section for sputum examination. 


Directing tuberculosis patients to collect drugs from the treatment section. 


b. Diagnosis & Treatment 


After X-ray reading is completed, the out-patients are put on treatment and 
disposed off by DTO/MO. X-ray Case-Finding Registration Form (CFRF) is sent to 
SA through TO. The Referral Slip is sent to TO through SA. 


The clinical tasks are carried out by the DTO/MO as follows: 
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2. 


3. 
4. 


Diagnosis: Physical examination, Xray reading and review of investigation 
results. 

Treatment: Entering details like name, previous treatment regimen, etc., for 
tuberculosis patients. 

Motivation: Initial and periodic motivation of tuberculosis patients. 
Follow-up: Review of tuberculosis patients put on treatment. 


B. X-ray Section 
XT is responsible for the following duties: 


1. Registration of selected out-patients and tuberculosis patients sent for follow-up examination 


on X-ray CFAF. 
2. Taking of photofluorograms (X-ray) and processing of X-ray film roils. 
3. Arranging the exposed and old Xray films for reading by the DTO. 


N Py > 


Filing of exposed films. 

Stocking adequate quantities of X-ray films and chemicals. 
Maintenance of X-ray Log Book. 

Preparatiojn of Report on Condition of X-ray Unit (RCXU). 


C. Laboratory Section 


LT is responsible for the following duties: 


1. 


2. 
3. 


4. 
S. 


D. 


| 
Registration of out-patients and tuberculosis patients attending for sputum examination on 
sputum CFRF. : 
Examination of sputa by direct microscopy and entering the results on the relevant forms. 
Stocking of adequate quantities of reagents, chemicals, sputum cups, glassware and slides | 
for the entire DTP. | 
Proper disposal of infected material and glass slides. | 
Maintenance of microscope and accessories. 


Treatment Section 


TO is responsible for the following duties: 


aah wo 


E. Statistics Section 


SA is responsible for the following duties: 
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F. Administrative Section 


DTO is assisted by the staff of DTC in carrying out: 


1. 
2. 


3. 


Motivation of tuberculosis patients. 


Maintenance of treatment cards, treatment box, book of treatment cards (BTC) and master 
book of treatment cards (MBTC). . 


Issue/administration of drugs. 

Taking of defaulter actions, on time. 

Timely preparation and submission of Part Il of Monthly Report on Tuberculosis (MRT). 
Stocking of adequate quantities of anti-tuberculosis drugs for the entire DTP 


Maintenance of District Tuberculosis Case Index. 

Receipt/despatch of CFRFs, MRT, referral slips, case index slips, etc. 
Compilation and despatch of Periodic DTP Reports. 

Cohort analysis. | 

Maintenance of wall charts, maps, etc. 

Stocking adequate quantities of cards and forms. 

Proper filing of all the records and reports. 
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Routine office work. 


Correspondence for indenting, procurement of drugs and Supplies, including submission of 
the periodic drug/film roll, utilisation statement to DGHS, etc. 


Maintennce of stores, stock registers and issue of supplies. 


5.3 Planning for DTC 


DTC being a part of the DTP should be taken as a developmental! project in the district. The DTO 
draws up a comprehensive plan for establishment of the DTC, after a proper study of the health 
facilities available at the district headquarters as well as in the district as a whole. DTO has to 
involve and obtain the support of the District Collector, local leaders and the 
CMOH/DM&HO/Civil Surgeon/Superintendent of district hospital, etc. DTC being the pivot of 
DTP, planning for its implementation is taken up first. According to local conditions, the DTO in 
consultation with CMOH/DM&HO draws up the schedule of requirements for procurement and 
achievement. The DTC should start working with minimum four sections viz., clinical, laboratory, 
treatment and statistics sections. 


5.4 Implementation of DTC 
Implementation of DTC covers all the steps for securing necessary resources as follows: 


1. Adequate building with all the facilities. 

2. Equipments and supplies. 

3. NTI trained key staff. 

4. Recruitment and training of other staff. It also includes functioning of clinical and other 


sections of the DTC. DTC is fully implemented when all the sections function under the NT! 
trained key staff and has full equipments and supplies. 


5.5 Stores Management 
A. Equipment & Supplies for DTC 


Static mass miniature X-ray machine including dark room accessories and laboratory equipment, 
microscope, refrigerator and one vehicle are necessary. These are procured either from the 
Central or the State Government, depending upon the pattern of assistance and provisions 
under the Five Year Plan(s). 

The Government of India generally supplies anti-tuberculosis drugs and a limited quantity of 
Xray films. The State Governments are responsible for providing items such as filing cabinets, 
boxes for index cards and treatment cards, furniture, work benches, cards & forms, sputum 
cups, glass slides, reagents & chemicals, trays & racks for microscopy at DTC and PHIs. The list 
of furniture required for DTC sections is given in Appendix Il. 

The vehicle is for the use of the DTO and other key personnel (generally TO and LT). It should be 
made freely available to the staff for field work, for promotion of DTP and should not be kept or 
used at DTC exclusively. 


It is the responsibility of the State Government to maintain all the equipments and vehicles. 


Prerequisites for release of central assistance: Before the request for release of central 
assistance is made, the following criteria should be fulfilled: 


4. The DTP should have been sanctioned by the State Government. 


2 The DTP should have been recognised by Govt. of India (DGHS). 

3. ADTC building with at least five to six rooms should be available (see “Introduction Manual”) 
with three-phase power supply line terminating in the X-ray room; a certificate to that effect 
from the Executive Engineer/Assistant Engineer (Elec), has to be furnished. 


4. Acomplete team of NTI trained key personne! is either in position or has been deputed for 
training. 


5. A post of driver is created and specific budget provision is made for expenditure on POL. 


6. The DTO and his DTC team have been authorised to tour the distreict in order to organise 
and supervise the PHIs on behalf of the district health administrator. 


The request for release of anti-tuberculosis drugs/equipment and other central assistance has to 
be sent to the Assistant Director General of Health [ADG(TB)], DGHS, through proper 
administrative channel. DTO may endorse a copy of the same to ADG(TB) at the time of sending 
the request to State Tuberculosis Officer (STO)/Assistant Director of Health Services [ADHS(T B)] 
for expediting the release of drugs and equipments. While the laboatory equipment and vehicle 
can be requested for together, the X-ray equipment may be asked for, as and when the Xray 
room is ready. 
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B. Maintenance of Equipment 


a. X-ray 


XT brings to the notice of DTO any defect in the X-ray unit through RCXU (refer XT Manual). Copy 
of the RCXU has to be sent to NTI for spare parts of Siemens Seriophos 5 (UNICEF supply), to 
State Authorities and to the concerned Firm for undertaking repairs. Office copy is filed in the 
X-ray file. When the spare parts are received, the Firm’s Engineer may be contacted. In case of 
units supplied from 1979 onwards Ergophos 4M, Siemens India may be contacted for spares 
and repairs. In case of Ergophos 4M also, NTI may be contacted for supply of odelca camera 

- accessories. DTO should guide the Firm’s Engineer and the XT on quality of 
photofluorograms preferred by him, so that they can make suitable adjustments in the X-ray unit 
at the time of initial installation and also whenever the units are repaired. 


Whenever a new XT takes over charge of the X-ray unit, he checks the unit, accessories and 
reports any discrepancy or damages and enters in the X-ray Log Book, the date of checking. 


b. Other Equipments and Vehicles 


In case of other equipments (microscope, autoclave and referigerator, etc.) and vehicles 
requiring repairs, the DHO is contacted for necessary help and guidance. DTO takes up the 


matter with STO/ADHS(TB), through the DHO/District Medical Officer (DMO) for replacement of 
vehicle. | 


The equipments, drugs and other supplies received from any source must be entered in a stock | 
book and stored in one place. The DTO maintains the stock register with the assistance of key 
Staff and issues the supplies to different sections of DTC and PHIs. The respective para-medical 
Staff are responsible for accounting of the items used by them, e.g., TO (for drugs), XT (for Xray 
films), etc. Xray films are stored in a refrigerator. The DTO should personally review the stock 
position before taking up implementation of the PHIs under DTP For maintenance of activities in 
DTC, DTO has to supervise all the sections of DTC once, every year. 


5.6 Activities of DTC 


A. Case-finding 
In a DTC, this activity covers the following tasks: 


a. Routing of new out-patients 


1. New out-patients coming on their own/on referral are registered and directed 
to DTO/MO. 


2. Symptomatic out-patients/referred patients (I visit) are directed to sputum and 
Xray examinations and advised to wait for sputum result (referred patient 
asked to report back to PHI for collecting the result in a week's time). 

3. Smear positive patients are initiated on treatment by the MO and referred to 
TO for collection of drugs. 


4. Smear negative patients are advised to return on the appropriate date for 
collecting the X-ray result. 


5. On the Il visit, “pulmonary tuberculosis patients” are initiated on treatment by 
the MO after a second sputum examination and referred to TO for collection of 
drugs (refer glossary). 


6. Out-patients requiring treatment for other conditions are referred to general 
hospital. 


7. Out-patients with normal chest X-ray are advised to go home. 
(For flowchart on routing of patients, refer to Introduction Manual). 
NOTE 
i) where a separate registration section is established, the patients will first report there. 


ii) Old tuberculosis patients coming for drug collection and follow- up examination are 
registered as “old” and referred for sputum, X-ray examination and/drug collection. 

iii) X-rays taken outside DTP are accepted and recorded as private X- rays in Box 11 and 13 of 
the treatment card. 


b. Routing of patients where daily new out-patients is 40 or more. 


1. New out-patients coming on their own/on referral are registered and directed 
to DTO/MO. 

2. Symptomatic out-patients (I visit) are directed to Xray examination and return 
home, awaiting II visit. 
Referred patients are subjected for both Xray & sputum examinations and 
asked to report back to PHI for collecting the result in a week's time. 


3. On the Ii visit, patients read as X-ray abnormal are sent for sputum 
examination and asked to wait for the result. Patients read as X-ray normal are 
advised to go home. 

4. On availability of sputum result, sputum positive tuberculosis patients and 
other pulmonary tuberculosis patients are put on treatment and referred to 
TO for collection of drugs. 

5. Out-patients requiring treatment for other conditions are referred to general 
hospital. | 

(For fiowchart on routing of patients, refer to Introduction Manual). 


B. X-ray Examination 

Results of X-ray examination should be available before the second visit of the new patients. For 

this. XT furnishes the X- ray rolls, CFAF, referral slip and treatment card of old patients to DTO. 
a. X-ray Reading 


Following codes are used for recording the X-ray reading: 

N — Normal No pulmonary abnormality, hilar and broncho- 
vascular markings are within the normal limits 
(calcification to be considered normal). 


Abnormalities considered due to causes other than 


NT — non-tubercular conditions 
active pulmonary tuberculosis (for suspected 
cardiac conditions, say ‘NT Cardiac’). 

TBP — Pulmonary tuberculosis - Pulmonary abnormalities suggestive of active 
tuberculosis. 

PLEF — Pleural Effusion: Fluiud collection in the pleural space, considered to 
be due to tuberculosis. 

TBHA —Tuberculosis Hilar Adenitis : Enlargement of hilar glands, considered to be due 
to tuberculosis. 

OBS — Observation : Doubtful pulmonary abnomality, pulmonary 
abnormality with doubtful etiology, or those 
considered of tuberculosis etiology, but activity 

| doubtful. 
TI — Technically Inadequate : When the quality in respect of positioning, density, 


contrast and artefacts/foreign bodies obscuring 
lung fields, make it difficult to arrive at a satisfactory 
interpretation. 


b. Codes for the result of a follow-up X-ray examination 


C — Clearance Complete clearance of shadows 

| — Improvement : Partial clearing 

S — Stationary No appreciable change. 

D — Deterioration : When the shadow has spread or cavity has 


formed/increased in number (increase in size of the 
cavity alone may not be considered deterioration). 
c. Out-patients requiring further observation 


Those who have been read as “OBS”, symptomatic treatment may be given and advised to 
report within three months or as desired by the MO. Identity Card is issued, mentioning the date 
of next visit. On follow-up examination, if the person is diagnosed as a case, treatment is started. 


Appropriate regimen for treatment of patients is decided by DTO. 


C. Treatment 


Drugs: 


The following anti-tuberculosis drugs (with their code letters) are at present in use in DTP for 
treatment of tuberculosis patients: 


— Isoniazid -H — Rifampicin -R 
— Streptomycin -S —Pyrazinamide -Z 
— Thioacetazone -T — Ethambutol -E 


Dosage & mode of administration: 


The dosage, mode of administration of drugs and other instructions are given in the tabular form 


in page 10 & 11. The dose given are for adults and would need adjustment for children on the 
basis of their age/weight. 


D. Initiation of treatment 
a. Recording 


For out-patients diagnosed as tuberculosis patients: 


i) New treatment card is opened for out-patients who are diagnosed as sputum positive 
tuberculosis patients and whose X-ray are read as TBP. TBHA and PLEF. 


li) OTO will fill up boxes 1, 3, 4, 8, 9, 10 & 11 of treatment card and sends it to TO for filling up 
the remaining boxes. It is important to elicit and record the history of previous anti- 
tuberculosis treatment of new patients. For patients put on retreatment, old treatment card is 
obtained from the statistics section. 


After deciding the regimen, DTO/MO motivates the tuberculosis patients. 


b. Case-holding — Motivation 


Case-holding is a crucial factor for the success of the programme and for the benefit of the 
patient. This can be achieved by educating the patient by proper motivation. 


The purpose of motivation is to enlist the co-operation of tuberculosis patients in completing 
treatment. It is essential that the DTO should motivate the tuberculosis patients for the first time 
because patients have more confidence in the MOs. To be effective, initial motivation should 
emphasise the following important points: 


— Verify the identity of the patient, disclose the diagnosis, explain that tuberculosis disease is 
infectious and that if not treated properly, it could be serious to him and his contacts. 


— Inform that treatment is free and is the same at DTC or any of the PHls in the district. Explain 
the drug regimen in detail, assuring him in the process, suiability of the prescribed regimen. 


— Stress that tuberculosis is completely curable but a chronic disease and needs prolonged 
treatment. 


— Highlight the fact that the chances.of recovery are good only if treatment is taken as per the 
instructions. 


— Warn that if the treatment is taken irregularly and/or stopped before the prescribed period, 
recovery could be doubtful. It is explained that disappearance of symptom does not mean 
cure, treatment should be continued. 


— Advise that in the event of new or unexplained symptoms, the tuberculosis patient should not 
stop treatment, but report immediately to the DTO/Treatment Centre for advice. 


— State that the patient can get back to normal routine duties after a few weeks/months of 
regular treatment and that near total recovery is expected on its completion. 


Additional details of motivation are given in the TO’s Manual. 


c. Subsequent drug collection 


A tuberculosis patient on treatment is required to attend the Institution (DTC/PHI) to collect drugs 
as required for the drug regimen prescribed. The patient may consult the MO if necessary. 


d. Defaulter Retrieval 


Special attention is given for the retrieval of smear positive patients. Wherever possible, defaulter 
action is taken for smear negative patients also. Defaulter action is not taken for extra-pulmonary 


cases. 


DRUG REGIMENS# 


| Standard/Conventional Regimens 


Regimen Regimen with Drugs** Duration* Mode and Rhythm of 
and Dosage (Months) Administration 


2 STH/10 TH 
a) Intensive Phase 


b) Continuation Phase 
(10 months) 


2 EHRZ/6TH 
a) Intensive Phase 


2 SHRZ/4S2HaR2 


a) Intensive Phase 


1.59 
b) Continuation Phase 


Inj. S(IM) administered 
daily. Other two drugs 
orally daily in a single 
dose, self administered 
at home. 


Both drugs orally daily 
at home in a single 
dose 


All drugs daily at the 
same time, 
self-administered at 
home. 


Both drugs orally daily, 
self-administered at 
home 


Inj. S(IM) administered 
daily. Other 3 drugs 
Orally daily in a single 
dose, under 
supervision. 


Twice weekly; all drugs 
together. 


Inj. administered at 
DTC/PHI/other health 
facilities. Oral drugs 
issued on monthly 
basis by DTC/PHI. 


Issued on monthly 
basis by DTC/PHI 


Issued on forthnightly 
basis 


Issued on monthly 
basis by DTC/PHI 


All drugs administered 
under supervision at 
DTC/PHI. 


All drugs administered 
under supervision at 
DTC/PHI. 


* An additional month is allowed for patients to complete the required treatment compensating for the missed 
collections. 


# S-streptomycin; R-rifampicin; T-thioacetazone; H-isoniazid; Z- pyrazinamide; E-ethambutol 
** EE toreplace S & vice versa, depending on availability: E to replace T, wherever not tolerated 
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CATEGORY OF PATIENTS FOR TREATMENT 


- Smear negative patients with extensive radiological evidence of disease/cavity/toxaemia. 
, mee smear positive cases where SCC is not available or a patient is unable to continue 
C. Extra-pulmonary patients in general (e.g. tubercular lymphadenitis). 

d. Cases, sputum positive after treatment completion with Ra who are unable to attend DTC 

or other specialised centres on referral for further treatment. 
. Smear negative patients with X-ray evidence of tuberculosis other than those in (R1a). 
. Lost patients, smear negative on reporting back, irrespective of previous history of 
treatment. 

c. Highly irregular patients (e.g. with cumulative default of more than a month in the intensive 
phase of any of the regimens or in continuation phase of Re), irrespective of the smear 
result. 
NEW CASES 
a. All smear positive cases newly indexed under DTP, irrespective of age and previous 

treatment outside the programme. 

. Serious forms of extra-pulmonary tuberculosis (e.g. meningeal spinal etc.). 

RETREATMENT CASES 

a. Patients remaining smear positive on completion of treatment with R1, R2 & Ra or on return 
after lost. 

b. Cured patients returning with smear positive result. 


NOTE: Patients requiring retreatment will be referred to DTC for initiation of treatment and 
sent back to the concerned PHis for continuation of prescribed regimen. 


First Action 
If the patient does not report for drug collection on the due date, a letter is posted next morning. 


Second Action 
if the patient does not report for the fourth day, a home visit is made, if not possible a second 
letter is written. 


Note: In case of patients in continuation phase of Rp required to come twice a week (e.g., on 
Monday and Thursday), reports on Wednesday, he is given drug which was due to him 
on Monday and asked to come back on Thursday, which is the normal due date. 


All treatment cards are filed in treatment box by TO facilitating identification of Defauler and 
Defaulter Retrieval. For details see TO’s Manual. 


e. Follow-up 
Patients on standard regimen (R1, R2) are reviewed after sixth month and again at twelfth month 
collection. 
Patients on short course chemotherapy regimen (Ra, Rp) are reviewed at the time of fourth month 
collection and at last month collection. If the patient continues to be smear positive on second 
follow-up examination, he is referred to Specialised Institution. 
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The follow-up examinations are done irrespective of the number of drug collections made during 
those periods. The due dates for follow-up examinations are entered in boxes 6 & 7 of identity 
card and box 11 of treatment card by the-TO at the time of initiation of treatment. 


f. Retreatment 


Previously indexed tuberculosis patients such as lost, failure on R1, R2, Ra or those returning with 
smear positive result after treatment completion may have to be put on treatment again. The 
procedure followed is same as for a newly diagnosed case, except retaining the previous index 
number. They are put on Rg regimen with an emphasis on regular treatment. 


For tuberculosis patients requiring retreatment, X-ray and sputum examination done at the start 
of retreatment are to be considered initial examinations and not follow-up. These patients are 
referred to DTC with a referring slip for retreatment. 


g. Patients of extra-pulmonary tuberculosis 


Patients diagnosed on clinical examination (supported by x-ray and/or other laboratory evidence 
whenever possible) by MO may be put on treatment with Ri, Re. Severe forms of extra-pulmonary 
tuberculosis are put on Ra (meningeal, miliary tuberculosis etc.). 


h. Tuberculosis with AIDS 


In case of tuberculosis with frank AIDS, Ra regimen is prescribed, thioacetazone to be replaced 
by ethambutol in continuation phase. However, DTO/MO may offer an alternative regimen at any — 
time. 


i. Migration of tuberculosis patients 


lf a patient intends to migrate from one district to another, he can continue treatment from PHI or 
DTC of the new district. All the information available on his treatment card is copied on a new 
treatment card by TO/MO. TO/DTO records in box 13 “transferred out to district ................ ” and 
hands it over to the patient with the advice to continue treatment in the new place. 


In case of an incoming patient, TO/DTO prepares a new treatment card on the basis of the 
information in the copy of treatment card brought by him. Box 5 is left blank till the case index is 


received. In box 6, new address of the patient is entered. In box 13, “received from district 
porate "is written. 


E. Movement of CFRF, Referring Slip & Treatment Card in DTC 


Forms under the DTP move through various sections for recording of relevant information. Kindly — 


refer to Introduction Manual for movement of X-ray CFRF, sputum CFRF, referring slip and 
treatment card. i 
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6. Peripheral Health Institutions 


Once DTC has been implemented, DTO starts implementing PHIs. PHI may not be able to 
perform efficiently without a supportive DTC because of their number and geographical 
distribution. DTC, therefore, has to put in more effort in their maintenance. 


6.1 PHIs are responsible for the following: 


Case-finding by smear microscopy/X-ray examination amongst symptomatic out-patients. 
Treatment of tuberculosis patients. 


Case-holding. 


Maintenance of treatment cards, other records, preparation and submission of MRT to DTC 
on time. 
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5. Referral of sputum negative symptomatic out-patients to DTC/XC for investigation/advice. 
6. Referral of tuberculosis patients to specialised institutions, as and when necessary. 


6.2 Health Institutions available for inclusion in DTP: 


1. Government General Hospital (GH) and Community Health Centres. 
2. Primary Health Centres (PHC). 


3. Tuberculosis Clinics other than DTC and out-patient departments of Tuberculosis Sanatoria 
and Hospitals (TBC). 


4. Other health institutions like dispensaries, health units, hospitals, including those managed 
by the Government Health Schemes (e.g., CGHS, Railways, etc.), Employees State Insurance 


Scheme, Local Bodies, Religious Missions, Voluntary Organizations and Private Charitable 
Societies (HC). 


It is important that only such PHls are selected for implementation, which are under the charge 
of qualified MOs, including physicians of Ayurveda and other recognised systems of medicine. 
These are called implementable PHIs. When DTP activities are introduced in an organised 
manner in a PHI, it is considered to be an implemented PHI. 


Categories: Depending upon the facilities available, implemented PHis are categorised as XC, 
MC and RC for the purpose of DTP: 


i) Xray Centre (XC) — X-ray,smear microscopy and treatment. 
ii) Microscopy Centre (MC) ~~ Smear microscopy examination and treatment. 
iii) Referring Centre (RC) — Preparation of smear for microscopy, referral to the 


nearest MC and treatment. 


6.3 Equipment & Supplies for PHIs 
A. For Primary Health Centres 
All PHCs are entitled to get a microscope after fulfilling the prescribed criteria of eligibility. 


B. Pre-requisites for additional microscopes for Government Hospitals, Dispensaries & 
other hospitals 

It is likely that some GHs and HCs are already equipped with microscopes. Some may even have 

X-ray facilities. 

DTO should justify the need for additional microscopes on the basis of (i) the number of 

out-patients attendance, (ii) availability of suitable space for microscopy, (iii) availability of a 


microscopist and (iv) importance of the PHI under the DTP. Microscopes supplied by the Central 
Government for particular PHIs should not be transferred to other PHIis without prior approval of 


the DGHS. 


6.4 Management of PHIs under DTP 


A. Planning for implementation of PHI 


) ) tual implementation. For ensuring 

lects the data required for planning before ac | . 

ee allio he meets the concerned Revenue Officer, Block Development Officer, Medical & 
peak Officers in the headquarters town, secretaries of the district branches of the Indian 
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Medical Association and the Tuberculosis Association, District & Municipal Health Office staff, 
Zilla Parishad members, Social Welfare Organizations, Voluntary bodies on health, etc. At these 
meetings the broad outline of DTP and the benefits envisaged for the community are explained. 
At one or several meetings of the Indian Medical Association, the details about the services 
offered for tuberculosis are discussed with the general physicians and private medical 
practitioners. 


B. Survey of Medical/Health Institutions 


A list of implementable PHls is collected from the DHO/DM&HO. DTO visits these PHIs two or 
three at a time: these visits may have to be done using some other Government vehicle or public 
transport, if DTC vehicle is not supplied. The suitability of the PHIs for implementation is judged 
by the DTO on the basis of: 

1. Availability of qualified MO. 

Average out-patient attendance. 

Availability of microscope/facilities to instal a microscope. 

Keenness of the staff to accept responsibility. 

Preferance given for centres having fairly good out-patient attendance and farther from DTC. 


ar ON 


He also identifies the place where RCs can send the referrals. 


After all the implementable PHls in the rural area and taluk towns have been surveyed, the GHs 
and HCs in the headquarters city are surveyed. 


A separate “DTP-Survey and Implementation Form” (See Appendix V) must be filled for each PHI 
and handed over to SA to keep permanently in the “Planning & Survey File” in the statistics 
section for future reference. The file also contains the list of PHls, viz., those implementable as 
XC/MC/RC. The date of implementation is entered against each PHI as and when implemented. 
When DITPs are bifurcated consequent upon formation of new districts, PHI’s may be listed 
Suitably out of available information. 


C. Preparation of Plan of Action 


It will be convenient to implement two PHIs per month, keeping in mind the arrival of equipment 
& supplies and number of implementable PHls in a district. 


a. Implementation of PHI 


Implementation consists of training of PHI staff, providing equipment, drugs and other supplies 
to PHI. For implementation, the DTO, TO and LT visit as a team for minimum of two to three days 
for providing training. 


b. Equipment & Supplies 


with him the standard kit as per his manual and TO collects the listed items before proceeding. 
These supplies should be adequate to meet the needs of training and for giving service for about — 


three months. PHI need not send a written indent to DTC for supply. These items should be given 
to PHI at the time of supervision visits. 


The team prepares a list of equipment/supplies that are needed for implementation. LT carries 


c. Training 


During training, the DTO and his staff should make frequent reference of the PHI Manual. This 


helps the PHI staff refer to the manual whenever in doubt. The training should be given at PHI 
itself without calling them to DTC. 
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Training of MO 


The scope and objectives of DTP is discussed with the MO. He is briefed in detail 
on case-finding, treatment, case-holding, maintenance of records, reports and 
| supervision of his staff. The DTO should emphasise the most important criteria for 
| selection of symptomatics for sputum examination under the DTP, viz., cough for 
two weeks or more duration. Haemoptysis of any duration is the other important 
selection criteria for offering sputum examination. 


In XCs, the MOs are trained in X-ray reading and quality control of X-ray films. 


In the XCs, DTO should emphasise on the MO of the PHI to rely more on sputum 
| examination as a tool for diagnosis of pulmonary tuberculosis. In patients with 
X-ray shadows suspected to be active tuberculosis, Sputum examination must be 
repeated. 


Some XCs may have equipment and staff similar to that of DTC. In such centres, 
procedure followed is exactly like those in DTC except case indexing which is 
done at DTC. 


In RCs, training is given in collection of sputum from symptomatic out-patients, 
smear preparation and filling of referral slips. The smear is then sent to the nearest 
MC/XC/DTC for examination by direct microscopy, which will be decided by the 
DTO. MO of RCs, in exceptional circumstances, may refer symptomatics to 
nearest MC for examination. 


The DTO emphasises the need for using drug regimens recommended under the 
DTP The role of motivation has to be stressed and MO is trained in the art of both 
initial and subsequent motivation. | 


The MO is made aware of the importance of proper recording and reporting. At 
the end of the training, MO must be able to identify the defaulter from the 
treatment card and advise defaulter retrieval action. 


Before completing the training of the MO, DTO should actually observe selection 
of symptomatics, initiation of treatment and motivation of tuberculosis patients by 
the MO. 


The staff selected for this training should be keen to participate in the DTP activity. 
Those who are doing similar duties should be preferred. More than one worker 
should be trained for each activity so that work will not be affected in the absence 


of a trained worker. 


The selected para-medical staff should first be briefed by DTO about their 
respective role in the DTF the likely workload and the necessity for maintaining 
, correct and up-to-date records. While LT gives training in sputum examination, TO 
trains in treatment organisation and case-holding. 


It is desired that DTO should revisit the PHI on the last day of his staff's stay in the 
PHI during implementation, for final discussion. 


The PHI Manual 
At the end of training, the DTO hands over a copy of the PHI Manual to the MO. 
This is entered in the stock of PHI and must be available for all the trained staff for 
| reference. Now, the implementation of PHI is over and the DTO has to make the 
| relevant entries (items 18 & 19) in the concerned DTP survey and implementation 
form kept in statistics section. 


a an 
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D. Maintenance of PHI under DTP 
For maintenance of PHI under DTP. DTO and his team provides technical advice for performing 
DTP activity in a continuous and efficient manner through: 


— Periodic supervision. 

— “Retraining” and “replacement training” of PHI staff. 

— Replenishment of supplies & maintenance of equipment. 
a. Supervision 


Supervision should be systematic and thorough. Corrective actions must follow each 
supervisory visit if necessary. Supervision is not a fault finding exercise but a fact finding one. It 
is not one time effort but a continuous one to be carried out at regular intervals. 


Frequency of supervision of PHI: DTO, TO & LT have to supervise newly implemented PHI once 
in a month for three successive months. Afterwards, TO & LT visits each PHI once every quarter. 
lf the performance of PHI is not satisfactory (on the basis of MRT), DTO himself will supervise the 
centre. 


b. Touring Schedule 


After a second MO is posted at DTC, DTO supervises the PHIs without any difficulty. If the second 
MO is not posted, DTO may have to attend to the clinical work also. Even then he has to visit 
PHlis at least twice a week, say, on Wednesday and Saturday. 


WORK SCHEDULE FOR TOUR PLANNING 


In DTC In DTC In DTC In DTC 
X-ray Reading Films taken on 
Friday & 
Saturday 


| Films taken Films taken on | Films taken 
Tuesday on Thursday 


on Monday 
Disposal of Of Tuesday Of Saturday Of Monday Of Tuesday 
out-patients & and Friday and 
TB patients Wednesday 


c. Supervision Forms 


Supervision forms (Appendix VI) are for supervising DTC and PHIs. At the time of supervision, 

these forms should be completely filled. Similarly, LT & TO should also fill the supervision forms 

prescribed. After completion of the supervision by LT/TO, DTO reviews supervision forms, takes 

oom corrective action and hands it over to SA. The SA files them along with Monthly 
eport. 

Whenever DHO visits PHIs, he can make use of the simplified supervision form (Appendix Vil). 

DTO has to introduce this form to DHO, with a request to send it back with remarks for any advice 


for follow-up action. DTD should make use of this supervisory report and monthly report in 
selecting PHls for his supervision visit. 


d. Retraining & Replacement Training 


Retraining is given during supervision visit for correcting the mistakes of PHI staff. The PHI staff 
is trained in the presence of MO so that he can guide them in future. Replacement training is 
given for newly posted untrained staff for two to three days. 
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7. Records & Reports Under DTP 
7.1 Records 


CFFF, referral slip, case index register, treatment card, identity card, index number slip — some 
of these records have been described elsewhere and others are described below: 


A. District case index 


District case index is prepared and maintained by the SA on the basis of information available on 
CFRF, part | & Il of MRT. It provides data for monitoring. Index numbers are allotted to each of the 
newly diagnosed patient depending on the category of cases viz., ‘B’ — Bacillary case, ‘X’ 
— Xray case, ‘E’-Extra- pulmonary case. This is entered in three case index registers maintained 
categorywise. When a functioning Tuberculosis Clinic is implemented as DTC, District TB Case 
Index is started by indexing new tuberculosis patients as and when they are diagnosed. Old 
tuberculosis patients of the Clinic are indexed when they come for collecting drugs. 


B. Index Card 


Index card is prepared by SA at the time of indexing a new tuberculosis patient. It helps to 
prevent duplication of indexed patients and also to find the particulars of the patients who come 
without Identity Card during subsequent visit. 


7.2 Reports 
A. Monthly Report 


All the PHIs and treatment section of DTC prepare and send MRT to SA. While PHI sends both 
Part | & Il of MRT, the treatment section of DTC sends only Part Il. In turn the SA prepares a 
periodic (Monthly/Quarterly) DTP Report on the basis of reports received from DTC/PHI. DTO has 
to satisfy himself about the performance of individual PHI from the work sheet prepared by SA for 
compiling DTP Report. Before signing, DTO should ensure correctness of the entries by referring 
to MRT, CFRF and treatment card at random. 


: 


B. Periodic Report 
The Quarterly, Half-yearly and Annual Reports are to be sent to Director NTI, DGHS and STO for 


monitoring. The Monthly and Annual Reports are to be sent to STO/other central officers if 
required. 


C. Transfer of records to another DTP 


When an existing DTP is bifurcated by complete division into two or more DTPs or for merging 
with another DTP all the records pertaining to the separated portion are transferred to the new 
DTC. If the portion of the district is merged with a district without a DTP, no action is taken 
immediately. However, the records are to be transferred when new DTP starts functioning. 


D. Weeding & disposal of records & reports 


ds, reports, X-ray films and charts each year after preparation and 
ivctcion wel OTF incets and faethe out old records after approval of the DTO. Before 
permitting, DTO makes sure that the treatment card and index cards are complete in all respects 
and have been filed systematically. The treatment card, Index card and X-ray rolls are retained for 
five years, other records are to be weeded out after three years. 


For details about the items under Chapter 7 Records & Reports, please refer to SA Manual. 


PHI activities are described in detail in the PH! Manual. 
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Appendix VIA 


ne eee 


1.2 
1.3 


i 
ii) 
iii) 
iv) 


1.4 


SUPERVISION FORM FOR DISTRICT TUBERCULOSIS OFFICER FOR DTC 


ADMINISTRATION 1.1 Date of ObServatliON............:sseeseeeees 
Vehicle 

Review all the supplies and list only the items that are inadequate (less than 6 months’ 
requirements): 


Item Quantity in hand Action taken to 
replenish the stock 


Statement showing the utilisation of anti-TB drugs has been submitted to the DGHS*: 


Due on 15 Jun Yes/No 

Due on15Sep (a) Yes/No 

Due on15Sep (b) Yes/No 
REGISTRATION 2.1 Date of Observation.................... 
Examine X-ray CFRFs with registration Clerk/XT and note: 


Whether CFRFs filled according to Manual Yes/No 
Have X-rays been taken for all eligible registered out-patients. Yes/No 
Whether X-ray CFRF has been handed over by XT to TO Yes/No 


Referring Slips have been handed over to SA, after X-ray reading is over Yes/No 


. . . . . . . ) 
Observe directly the manner in which address is elicited from new out-patients and 
comment: 


Corrective actions: 


MICROSCOPY 3.1 Date of Observation 
Observe directly: 


Registration on Sputum CFRF 
Sputum collections 


ii) Smear preparation and staining 


Microscopy 
Recording of results 
Whether completed sputum CFRFs have been handed over to SA. _ Yes/No 
Referring Slips: 
a) Wether returned to XT Yes/No 
b) Whether handed over to office (received from RCs) Yes/No 
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3.3 Comment on: 


i) Maintenance of microscope 
a) In order 
b) Minor adjustment required: 
— Carried out 
— Not possible to repair 


ii) Sterilisation/disposal of infected articles & materials Proper/Improper 
ii) Preservation/disposal of smears 


iv) Cleanliness and orderliness 
v) Stains and reagents used (quality and quantity) 


3.4 Corrective actions (i-v) 


RADIOGRAPHY 4.1 Date of observation 
4.2 Observe directly and note: 


i) Whether unexposed films stored in refrigerator Yes/No 
ii) Whether exposed films filed in proper order Yes/No 
iii) Examine X-ray log book and note: 
a) Whether complete till the previous day Yes/No 
b) No. of Tis entered in log book per roll Nil/1-2/2 
c) Whether developer solution discarded after Yes/No 


— 6 rolls have been developed or or 12 days heve have elapsed since 
preparation of solution (In case of two litre circular tank) 
— 36 rolls or 3 months (in case of 13.6 litres deep tank) 
4.3 Observe strictly processing of X-ray films & record whether the following are used: 


i) Thermometer Yes/No 
ii) Timer Yes/No 


4.4 Corrective actions: 
§. TREATMENT 5.1 Date of observation...................... 
5.2 Observe motivation of some TB patients and comment on 


a) extent of rapport with the patient 
b) Content of motivation 


5.3 ‘Filing and filling of Treatment card 


5.3.1. Select 20 Treatment Cards from “Collected-drugs” compartment of the Treatment box 
and check: 


i) Number incorrectly filed ' ; 
ii) | Number in which the following boxes are left blank or incomplete (if applicable) 


Box 5 Box 6 Box 8 Box 11 Box 12 
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5.4.2 Select 5 Treatment Cards from each of the following compartments of the Treatment 
box and check: 


First-action taken Second action taken 


i) Number incorrectly filed 


ii) | Defaulter actions not taken/taken 
on due date/after due date 


Maintenance of BTC & MBTC Yes/No 


5.5 Corrective actions: 


6. RECORDING & REPORTING 6.1 Date of observation................ 
6.2 Record Management 


i) Verify whether index cards are maintained properly by selecting 20 filed Index Cards. For 
each card compare its position with that of the cards on either side. If the arrangementis 
not proper ask the SA to arrange them properly, do the supervision at a later date. 


INDEX CARDS ARE PROPERLY MAINTAINED/NOT MAINTAINED 
DATE OF NEXT VISIT: 


ii) Select randomly 20 relatively recently received Treatment cards. Do the following checks 
with respect to each of the card. 


a) Whether they are properly arranged. 

b) Whether Index number and treatment regiment are entered on the card. 

c) Whether status of the patient as Lost/Dead etc. is entered. 

d) Whether SA has entered the number of drug collections on the card. If yes, is it 
correct? NUMBER INCORRECT: 

e) For those Treatment Cards with index numbers see whether entries in the Case Index 
Register are correct. Whether index cards are available for those cards & are they 
complete? (Use group list for checking group number). 


NO. OF TREATMENT CARDS FOR WHICH DETAILS ARE CORRECT: 


f) For those Treatment Cards without any index number ask the SA to check whether ( 
index number is already allotted. If not, instruct him to index the cases. 


No. OF TREATMENT CARDS FOR WHICH NUMBERS ARE NOT ALLOTTED: 


iii) Check whether any MRTs, CFRFs & Referring Slips are pending without being indexed. 


These are to be kept in a separate file and they should not be kept pending for more than 
a month. 


No. OF RECORDS PENDING FOR MORE THAN A MONTH: 


iv) Check whether the outdated (as per the manual) records are weeded out. 


WEEDING OF RECORDS IS COMPLETE/NOT COMPLETE 


v) Take out the filed CFRFs (X-ray & sputum) for any one month and check whether they are 


properly maintained. Verify randomly for any 5 days whether index numbers are allotted 
to all cases. 


CFRFS PROPERLY MAINTAINED/NOT MAINTAINED 
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6.3 


i) 


DTP Reports 


In respect of any one month check the MRTs received from all PHIs and note the following: 
(Reminder has to be sent by SA if MRTs are not received by 10th). 


TOTAL NUMBER OF PHIS: NUMBER OF MRTS NOT RECEIVED [_]: 
NUMBER OF MRTS RECEIVED LATE [ |: NUMBER OF REMINDERS 
SENT [_____}:_ “NUMBER OF REMINDERS NOT SENT [_]. 


Take out the monthly DTP report for the above month and check the entries made in the work 


sheet against those in the report for wrong entries. Also tally 5 to 10 randomly selected entries 
in the work sheet with the MRTs and Supervision Chart. 


COMMENTS 


ii) 


Check the recently prepared Quarterly Report for the above kind of errors. 


COMMENTS 


iv) Tally the entries in the Supervision Chart with the supervision reports. Whether the chart is 


uptodate. 


COMMENTS 


6.4 


Corrective actions suggested: 


Signature of DTO with Date 
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Appendix VI B FOR PHI 


a ee ee ce 


1. GENERAL 
el Name of PH.......... 1.2 Xray/Microscope/Referring Centre 
1.3 Date of last visit... ... 1.4 Date of current VISIt.............0000 


2. INFORMATION TO BE COLLECTED AT DTC BEFORE PROCEEDING ON 
SUPERVISION VISIT 


2.1 Points to be observed during this visit (from para 7.3 of the last report) 


2.2 Review the last supervision reports, of LT and TO regarding the PHI and note the points 
to he checked (if necessary, carry MBTC and the file of supervision reports): 


OBSERVATION TO BE MADE AT THE TIME OF THE VISIT 
3.1 Selection for sputum examination Number 


i) Total new out-patients during the preceding months 
ii) Out-patients eligible for selection 
iii) Out-patients selected for soutum examination 
iv) Comments 


3.2 Selection for X-ray examination (at XC only): 


i) Out-patients selected for X-ray examination 

) Out-patients diagnosed as tuberculosis out of (i) above 

iii) Diagnosis confirmed by sputum examinations among (ii) above 
iv) Comments: 


3.3 Check drug regimen prescribed in Treatment Cards of newly diagnosed TB patients? 
(during supervision visit) 


YES/NO/OBSERVATION NOT MADE BY SUPERVISOR 
4. SUPERVISION BY TO/LT 


Whenever the DTO accompanies TO and LT to the PHI, he should check whether TO and 
LT are supervising according to their respective tour report forms. 


YES/NO/INADEQUATE 


5. HIGHLIGHT IMPROVEMENT, IF ANY, WITH REFERENCE TO THE POINTS 
NOTED UNDER 2.1 


6. CORRECTIVE ACTIONS: 

7.  FOLLOWUPACTION © 

7.1 Points needing discussion with DHO at monthly meeting: 
7.2 Actions required to be taken at DTC by DTC staff: 


7.3 Points to be observed during the next visit (para 2.1 of next report): 


a oe ae Signature of DTO 
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Appendix VII 
SUPERVISION FORM FOR DISTRICT HEALTH/MEDICAL OFFICER IN DTP 


Name of PHI visited: 000.00, Date of viel: ...... 


1. CASE-FINDING Yardstick for Matching Observed Performance* 


a) Number of sputa examined during (a) Potential - (2% of new OPD attendance) 
last month 


b) Number of sputum positive TB 1(b) Potential—-(10% of (a)) 
patients diagnosed during last 
month 


2. TREATMENT 


Were defaulter actions taken for 2. 80% — 90% of treatment cards should be in the 
those who did not collect drugs compartments “collected drug” & “visit awaited”. 
on due date? YES/NO First action is taken by posting a letter next 


morning, if the patient does not report for drug 
collection on due date second action is taken on 
the 4th day by house visit or letter. 


3. GENERAL 
a) Are the supplies adequate? 
— Reagents YES/NO 
— Service stamps YES/NO 
— Anti-TB drugs YES/NO 


b) Date on which the PHI was last visited by DTO/DTC Team ............:cceeeeereees 


4. REMARKS/INSTRUCTIONS TO DTO FOR FOLLOW-UP ACTIONS 


Signature of DHO/DMO 


duration and haemoptysis are to be offered sputum examination. On an average 2% — 3% of 
the daily new out-patients may need sputum examination. With a Centre of 50 new general 
OPD attendance per day, about 1-2 new sputum examinations could be expected to be 


carried out daily. 
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